Melorheostosis (Leri).-J. G. O'CONNELL, F.R.C.S.Ed.
Miss R. B., aged 18, first attended London Hospital on 3.9.49 complaining of pain in the right tibia which had been present for nine years. Pain described as intermittent, usually in the nature of a dull ache, present on exercise and also at rest in bed. At the age of 4 she had erysipelas in that leg; otherwise nothing relevant in her past history.
On examination.-Diffuse swelling of the right leg (Figs. 1 and 2). Some increased local heat.
Tender on pressure over crest of the tibia with I in. lengthening of the right tibia; the right leg below the lower pole ofthe patella measured 131 in.-the left leg 121 in. Full range of foot and knee movements; no enlargement of the inguinal glands. X-rays.-Tibia showed marked sclerosis in its middle third without evidence of sequestration (Figs. 3 and 4) . Similar sclerotic changes in the right first metatarsal and the right femur (Figs. 5, 6, 7, 8 and 9 It was decided to do a linear biopsy not only for diagnostic purposes, but to relieve pain. This we regarded as being due to periosteal expansion and interosseous pressure. Accordingly on 27.10.49 a biopsy of the tibia was performed (Figs. 10 and 11 ). In addition a small portion of the fibula was excised to study the normal bone appearances.
Pathological examination (Professor Dorothy Russell).-The slice of tibia ( Fig. 1 1) showed a rather abrupt transition from the normal pattern of cortex and spongy bone, present throughout the upper 3 5 cm. (see left end of Fig. 11 foci of coarse-fibred bone embedded within the fine-fibred lamellar bone.
(2) Transitional area: the more normal bone, as described in (1) 
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The post-operative condition was satisfactory and the wound healed by first intention. She was discharged from hospital on 9.11.49 in a below-knee walking cast.
When last seen on 27.1.50 she had returned to work. She was getting much less pain in the right tibia. Her wound was healed and there was full range of knee and ankle movement.
I wish to acknowledge my debt to Professor Dorothy Russell for her pathological report and for the excellent photomicrographs; also to Mr. R. Ruddick, A.R.P.S., for help in preparing the photographs.
Comment.-The question arises whether this condition is melorheostosis or a fibrous dysplasia in one or other of its manifestations. The balance of opinion at the meeting was in favour of melorheostosis. The girl is otherwise normal, and has no abnormal sexual characteristics. There is also the striking fact that one limb only is involved. The one point of difference between this case and classical melorheostosis is that the sclerosis and density seem rather more central in the case presented.
[ May 2, 1950] Symposium on Cerebral Palsy Dr. Philip Evans (Department of Child Health, Guy's Hospital): Cerebral palsy is a convenient name for a group of conditions with differing causes and clinical pictures, arising in early life, due to imperfect development of or damage to the central nervous system above the segmental level. Muscular weakness may be associated with spasticity or flaccidity of the muscles, with ataxia, or with involuntary or inco-ordinate movements.
It may be difficult to recognize in the first year of life. At a slightly later age, the difficulty lies in the diagnosis of the particular type of the disease, for the picture changes with age. Taking for example a single group of known cause, the cases due to kernicterus, we find in the earliest weeks vague signs of cerebral irritation with opisthotonos. This is often followed by a period in which the child appears perfectly well, after which opisthotonos may reappear, this time probably due to muscular dystonia, but by the end of the first year general muscular flaccidity is a common picture. Subsequently inco-ordinate movements, choreic or athetotic, occur and finally dominate the picture, but in mild cases they may not be fully developed until the child is 4 years old.
Age-changes of this degree are common in all types of cerebral palsy and it follows that we may not be able to be dogmatic about the type until the end of the third year. They add to the hazards of diagnosis, which is in any case made hard enough by the imperfection of our methods of examining the nervous system of infants, particularly on the sensory side, and often by ignorance of the neurophysiology of the young.
The incidence of the different neurological types is thus hard to estimate, but it is made more difficult by the selection of cases. For example, 22% of a series of 209 cases seen by me were hemiplegics, while the figure was 53 % in a survey carried out by the British Council for the Welfare of Spastics. The latter figure was obtained from education authorities, and is probably too high, for hemiplegics are ambulatory and come to the notice of school medical officers. On the other hand, my figure is too low, for it included patients referred to a special school for children with cerebral palsy who could not be educated elsewhere. Considering hospital and private patients only, my figure for hemiplegics was 38%, but even this may not represent the true incidence, as patients were often referred for particular reasons. Nevertheless, attempts to estimate the incidence in different groups should be made, for to plan the facilities for treatment of all these children simply as cases of cerebral palsy would be to ignore their different needs. In any series, only four major groups are likely to be found to reach double figures in a per cent analysis: hemiplegia, paraplegia, spastic diplegia and athetosis.
Hemiplegia.-The leg improves quickly, so the child goes to an ordinary school. The hand improves little, education is difficult and the child is frustrated. Epilepsy is common and this or its treatment interferes further with education. Intelligence is often mediocre. In many cases the consequent psychological maladjustment prevents satisfactory resocialization, but there is partial success. A hemiplegic newspaper seller is not an uncommon sight. However, some patients adapt very well. Spastic paraplegia.-Hands, face and speech are unaffected, epilepsy is rare, intelligence is fair, so that socially and educationally the child can succeed, and does not often develop the signs of frustration so common in those who cannot speak or use their hands well. With physiotherapy and transport to school and out-patients department, progress is often good.
Spastic diplegia.-Severe mental defect is common. Even if the child is intelligent the physical handicap is great, and the prognosis poor. In intelligent children, treatment should first be concentrated on speech and handicraft. If it is successful, locomotion should then be encouraged.
